INTRODUCTION
Pathway to care can be understood as a description of the journey that a patient adopts in seeking health care until she reaches the appropriate health care facility. The PC, in a specific context, is dependent on a host of personal, jpmer OrIGINAL ArTICLe 1, 5 Associate Professor, 2, 4 Senior Resident, 3 Junior Resident 6 Assistant Professor [1] [2] [3] [4] [5] [6] Department of Psychiatry, Postgraduate Institute of Medical Education & Research, Chandigarh, India environmental, economic, and psychosocial factors. 1 Study of PC can lead to insights into how to make mental health care more accessible to the neglected sections of society. 1 Research into PC in mental health in India has focused on severe mental disorder (SMD)-predominant populations in mental hospitals. [2] [3] [4] [5] [6] The PC in these populations is likely to be different from that of the vast majority of people that suffer from common mental disorders (CMDs) in the community. 7 This is because these populations were predominantly suffering from SMD, which have different cultural explanations and help-seeking behaviors and also because these studies were mostly conducted in states, such as Madhya Pradesh and Rajasthan, which stand lower on parameters, such as the human development index (HDI) than Haryana and Punjab in which in this study was conducted. 8 This is reflected in the results of these studies, wherein most of the patients were suffering from schizophrenia and bipolar disorder, and faith healers were a predominant initial agency of mental health care. 2, 3, 6 This study was designed to evaluate PC in a CMDpredominant, treatment-seeking population approaching community mental health satellite clinics (CC) in the states of Haryana and Punjab in North India.
MATERIALS AND METHODS
The States of Haryana and Punjab are in North India and rank higher in the HDI (ranked 5 and 6 respectively) than the national average of India. 9 People seeking health care are free to choose whatever health care provider they want to. 10 The study areas are predominantly rural, but being in geographical proximity to the capital city of Chandigarh has also meant that these areas are undergoing rapid industrialization and more educational opportunities are available. The Department of Psychiatry of a tertiary hospital in this area has been running weekly CCs in each of these health facilities since January 2014. A community mental health team comprising psychiatrists and social workers visits each of these centers. Free medication is provided in Raipur Rani and Naraingarh through the Government of Haryana. Prior to starting of this service, there was no psychiatrist available locally, and people had to travel, if required, to Chandigarh or Ambala or approach local health care providers for their mental health needs. The study protocol was passed by the Institute's ethics committee. We assessed 104 consecutive patients, who provided written informed consent at these three service facilities over a period of 6 months from March 2016 onward. All participants were >18 years of age. Sociodemographic and clinical details were recorded. The PC was assessed using the PC encounter form. 7 Wherever the participant found difficulty, the investigator could help by explaining the information needed.
RESULTS
We approached 124 consecutive patients of which 104 agreed to participate in the study. Reasons for refusal to participate in the study were lack of time and inability to remember details needed for completion of the PC encounter form. Table 1 presents the sociodemographic and geographic details about reasons of delay in seeking treatment and mean number of treatment contacts including index contact. A majority of the patients were from Raipur Rani and Naraingarh CC (84.61%). Totally, 55 (52.88%) of the participants were males. About 77.88% of the participants had at least some education and 73.07% were from rural areas. The average reported monthly income was Rs. 15,000 (mostly underreported). About 67.30% participants attributed lack of awareness regarding the psychological nature of symptoms as the reason for delay in approaching the psychiatric services.
A majority of the participants were diagnosed with mild and moderate depressive disorders and anxiety disorders (34.60 and 20.20% prevalence respectively). This was followed by patients with substance abuse disorders and dissociative disorders (9.6 and 7.7% respectively). About 7.7% 8 participants were diagnosed with schizophrenia. Table 2 presents the PC of the participants. Government hospital (GH) includes the nonpsychiatrist doctors at the community health center at Raipur Rani and the civil hospitals at Naraingarh and Kharar respectively. A majority of patients who approached community psychiatry service (CP) with GH as the first PC contact were referred by the latter. Treatment records for a majority of participants were unavailable. However, at the first contact, 16.3% had received symptomatic treatment, 13.5% had received antidepressants, and 21.2% were referred to another treatment setting. The proportion of regular psychotropic-based care increased at each health care encounter.
Participants did not statistically differ from each other on the above parameters with regard to gender or treatment center.
DISCUSSION
This study represents an investigation of the PC in a mostly rural CP from North India. As is apparent from Table 1 , the study population was characterized by low levels of illiteracy, financial stability, ease of access to affordable health care, and possibility of referral and access to a tertiary care in relative geographic proximity. The sociodemographic profile of the participants was representative of the patient population that approaches the CC in our experience. The diagnostic breakup indicates a preponderance of depressive and anxiety disorders. Thus, this study adds new information to literature with respect to PC from India, which has mostly focused on SMD patients attending mental hospitals and other tertiary hospitals.
2,3,11-13 As reported elsewhere, in community 14 Thus, the study participants were representative of the patient profile presenting to the CC with regard to sociodemographic parameters, geographical background, and clinical profile. An analysis of patterns of PC revealed the following differences from results reported elsewhere. The number of PC encounters and duration of symptoms prior to treatment contact was less than has been reported elsewhere, and the most common first treatment encounter was with the GH service providers. This is in contrast to studies that have shown greater number of PC encounters before contact with psychiatrists, a longer duration of symptoms before institution of help-seeking, and a preference for native/religious healers as the first health care contact. 2, 3, 13 Most participants also attributed delay in treatment to poor awareness of the psychological nature of the symptoms and approached the GH or were referred for psychiatric care by the former. These results indicate that in a CMD-predominant, treatment-seeking population in a rural community where government-based health care and free medication are available, there is high acceptability and utilization of such services. This may be influenced by levels of education and per-capita income as well. This finding is likely to be true for CMD, which generally present with somatic symptoms. Earlier studies have also shown that patients with CMD are more accepting and feel less stigmatized when they feel that there is a medical reason behind their symptoms or when they are referred by a physician to seek medical care. 15, 16 Physician referrals are generally respected because of cultural reasons by which doctors are generally seen as figures of authority and respect. Another implication could also be that the high rates of referral from GH indicate that most physicians can recognize the likelihood of psychiatric disorders and are comfortable referring patients to psychiatric services, if these are available close at hand. It is likely that faith healers and religious/native healers are more prominent in the PC of disorders where the symptoms are more bizarre or disruptive and cannot be attributed to physical illness. Our results suggest that availability of affordable, accessible mental health care in proximity to primary health care facilities is likely to be an important factor in treatment seeking in CMDs. The limitations of the study include the low prevalence of SMI in the study population, which is known to have a different PC. Secondly, the sample size was small and the study design was cross-sectional. Finally, the setting of the study in the premises of GHs with a preponderance of referrals from primary care physicians may have biased the results.
Future studies should focus on the PC of CMD in areas where health care and psychiatrists are not easily available. There is a need to assess the reasons behind the acceptability of mental health services in a CMDpredominant population and whether the lessons can be extrapolated to patients with SMI. 
